I B, boy, born 5.3.66 This infant developed inflammation of his right eye at 2 months of age, which led to destruction and enucleation of his eye at 5 months of age. A month later he was admitted to hospital with failure to thrive, irritability, discharging eye socket and fever. Staphylococcal infection was diagnosed and treated with erythromycin, but deteriorated. He developed tense anterior fontanelle and separated sutures and became unconscious. Histological report on his eye was not available when he was transferred to Children's Hospital, Sheffield, deeply unconscious. Evidence of meningitis was found. CSF showed a persistent polymorph cellular response from 260 cells/c.mm with 80% polymorphs on admission to 1,440 cells/c.mm with 95 % polymorphs prior to death. No organisms isolated at any time; the sugar was very low. Blood: polymorph leucocytosis (27,600 WBC, 85 % polymorphs). Heaf test negative. No choroidal tubercles. Chest X-ray compatible with staphylococcal pneumonia or coarse miliary tuberculosis. Staphylococcus aureus from eye socket. No family history of tuberculosis. Complete failure to respond to antistaphylococcal treatment. Necropsy disclosed typical disseminated miliary tuberculosis and tuberculous meningitis with plentiful acid-fast bacilli from several sites. A primary tuberculous complex was present in his lung. His father was found to have tuberculosis of his lungs after the infant's death.
A pathological report was obtained about the removed right eye in January 1967, three months after his death. Dr J L S Smith of the St Paul's Eye Hospital, Liverpool, reported an advanced tuberculous iridocyclitis and sclerokeratitis with very large numbers of tubercle bacilli in the iris and elsewhere. Had this knowledge been available when the infant's second illness started, his life could have been saved.
Comment
Tuberculous iridocyclitis is usually due to hmmatogenous spread and is a well-recognized though rare complication in childhood tuberculosis. A review of the medical literature over 110 years failed to disclose a case starting as early as 2 months of age. In spite of the very early appearance of the eye involvement, it was not the primary focus. The primary focus was demonstrated in the lung at necropsy and there was no associated enlargement of the regional lymph nodes draining the eyes or eye socket. The Birth weight 2-6 kg at thirty-eight weeks gestation. Family history: Healthy young parents, no consanguinity. History: At birth she appeared to be a mongol who had talipes and a short left leg. Her parents were told she was a mongol, and because of their young age chromosome studies were done. These were normal. Age 10 months, admitted to the Evelina Children's Hospital because of a urinary tract infection. She also had a rash which had recurred intermittently since birth. Features at 10 months: Weight and height well below the 3rd percentile. The following mongoloid features were present: Head: flat occiput, cephalic index 0-92, excess loose skin at back of neck, straight scanty hair, flat face with crowded features, narrow slanting palpebral fissures with bilateral epicanthic folds and drooping eyelids; short nose with flat root; very small mouth; small ears with thickly rolled horizontal upper helix. Hands: single transverse palmar creases; short incurled little fingers. General: small flat nipples; hypotonia with excessive range of movement. Developmental retardation (6-7 months at age of 10 months).
Other, non-mongoloid, features were: scaling erythematous rash of face and trunk; left leg shorter than right; mild bilateral talipes equinovarus; marked scoliosis. Chromosome analysis (Dr J L Hamerton): Peripheral blood ( x 3) normal karyotype, 46 XX. Skin culture ( x 2), 46 XX. Radiological examination (Dr J D Dow): Multiple ossification centres in the bones of the feet (Fig 1) and the right femoral epiphysis. Vertebral
